The post-operative course was prolonged, but the abscess cavity gradually closed. He was discharged on 14.11.68 and has since remained well.
Discussion
The etiological factors in the development of the left subphrenic abscess in this patient can only be speculative. He had a right inguinal herniorrhaphy six weeks previously. It could be suggested that he had been a carrier of the organism and that the congested small bowel had allowed the escape of these organisms into the peritoneal cavity, or that possibly they had entered it via an inflamed small or large bowel diverticulum. The negative preoperative stool cultures, however, would be against this theory. Alternatively, the left subphrenic abscess may have arisen as a result of hmematogenous spread from an unknown primary source.
The organisms most commonly cultured from subphrenic abscesses are E. coli (40% of cases), anaerobic and nonhemolytic streptococci (40%), and staphylococci (20%) (Ochsner & De Bakey 1938) . Other organisms are only occasionally responsible.
Abscess formation at various sites is a well recorded feature of salmonellosis, the spleen being one of the more favoured sites. In 11 previously recorded cases of subphrenic abscess due to a salmonella organism the majority were left-sided and it is possible that these may have been preceded by a small splenic abscess. There is no previously recorded case of a subphrenic abscess due to Salmonella indiana.
Salmonella indiana is a fairly common cause of food poisoning, about 10 cases being reported each month in England and Wales. It is usually acquired from animal sources, infected fowl being most often responsible, but occasionally infected pigs. M (1938) Int. Abstr. Surg. 66, 426 Mr I Burn commented on the high mortality associated with intrathoracic rupture of a subphrenic abscess and the rarity of salmonella as the causative organism. Whether this patient's left subphrenic abscess was related to his previous right inguinal hemiorrhaphy remained an imponderable.
REFERENCE Ochsner A & De Bakey
Mr Norman C Tanner said he would be interested to know Mr Lemer's opinion of the etiology of this subphrenic abscess. The most likely cause was that peripheral portal venous thrombosis in the strangulated loop might have led to the separation of an infected embolus, which in turn infarcted part of the periphery ofthe liver.
In the absence of any sign of peritonitis it was unlikely that there was transccelomic spread from the inguinal hernia, although as there was turbid fluid in the sac it was a possibility.
Obturator By-pass Arteriography showed grossly irregular right superficial femoral artery with an aneurysm containing blood clot (Fig 1) . The left femoral artery and iliac vessels were within normal limits. She subsequently had a pulmonary infarct associated with swelling of the right leg and was anticoagulated. By 22.4.69 the Dacron prosthesis had become visible in the right thigh due to a wound infection. This failed to heal with conservative measures.
14.5.69-2.7.69: Pedicle graft rotated from the anterior abdominal wall to cover the defect. Postoperative course complicated by infection and necrosis of pedicle flap. 19.8.69: Removal of infected Dacron prosthesis; iliofemoral by-pass with Dacron prosthesis using obturator foramen technique.
Post-operative progress was satisfactory. She was mobilized and apart from some persistent cedema in the right leg has remained well on subsequent follow up.
Discussion
When the area of the femoral triangle is not suitable for a direct surgical procedure on the femoral artery or its prosthetic replacement, the use of the obturator foramen as an alternative route for iliofemoral by-pass should be considered. It offers a by-pass through a clear field entirely isolated from the femoral triangle and allows prompt restoration of blood flow to the leg.
The technique was first described by Shaw & Baue (1963) . It consists of making a tunnel through the obturator foramen down the leg in a plane posterior to the adductor magnus. A Dacron prosthesis or autologous vein graft is then passed through the tunnel and anastomosed to the iliac vessels above and the femoral or popliteal artery below (see Fig 2) .
Since Shaw & Baue's original description of its use in 3 cases, 8 further cases have been described (Mahoney & Whelan 1966 , Donahoe et al. 1967 , Macpherson 1967 , De Palma & Hubay 1968 , Guida & Moore 1969 . The principal indications for its use in these 11 cases may be summarized as follows: (1) Clinically the long-term effects of radiation on large arteries are rarely seen, for three main reasons: (1) We no longer submit patients to the gross overdosage which occurred in the early days of radiotherapy.
(2) These changes take years to develop, due to the slow turnover of cells in the arterial wall. (3) Such arteries function adequately but their capacity to respond to stress is reduced; therefore, in the majority of cases the damage remains unrecognized unless the vessel is subjected to stress in the form of further irradiation, infection or physical trauma. In this case a false aneurysm developed following trauma to the artery. Cases reported in the literature have usually presented with major vessel occlusion. They have recently been reviewed by Johnson et al. (1969) .
The right femoral arteriogram (Fig 1) shows that the arterial wall is distorted by areas of dilatation and constriction but an adequate lumen is maintained. These changes are limited to the field of irradiation. Histologically the changes were of nonspecific degeneration but a prominent feature was the loss of elastic tissue and the replacement of the arterial wall with collagen.
Mr Maurice Lee thought that in this case there was much scarring in the limb not only from the previous operation but also from the radiotherapy. Therefore, by using the obturator foramen for the second prosthesis, Mr Ross found this route enabled him to apply the prosthesis in a healthier background. This was proven by the fact that the post-operative course was satisfactory. It was well worth bearing in mind that this new approach could be carried out successfully.
Fifteen-year Survival Following Portacaval Anastomosis J S Kirkham PRcs (for N C Tanner FRCS) (St James' Hospital, London SW12) Case 1 Mrs J L, aged 39 Patient was well until 1954, with no history of hepatitis or alcoholism. She then presented with upper abdominal pain and vomiting, and on the following day, 5.5.54, vomited blood. She was transfused and the spleen rapidly enlarged to the umbilicus, with marked ascites. Barium meal demonstrated aesophageal varices and splenovenogram confirmed them but failed to show a patent portal vein. Liver function tests were moderately abnormal, albumins 3.7 g/100 ml and globulins 2-6 g/100 ml. On 8.7.54 a portoazygos disconnexion and gastric transection were performed with pyloromyotomy and liver biopsy. About six varices of 1 cm diameter were noted in the ligamentum teres. Histology was reported as coarse cirrhosis. On 1.10.54 a repeat splenovenogram showed a patent portal vein. Following further episodes of melkna, on 26.11.54 an endin-side portacaval anastomosis was performed with a stoma of 2 cm diameter. On 14.12.54 splenovenogram showed a satisfactory shunt. Since then she has remained fairly well though with episodes of encephalopathy and recurring ankle cedema, recently with cellulitis of the left leg. She now leads a normal life on a 40 g protein diet.
Case 2 Mr X, aged 39 Presented in 1956 with recurrent bleeding from cesophageal varices associated with bilharzial cirrhosis. A porto-azygos disconnexion with gastric transection was performed in 1957 and he has remained in fairly good health ever since. He has had several minor episodes of bleeding, but since the operation has pursued a successful career as a popular singer and film actor.
Comment
While the first patient has led a fairly active life following the shunt, she has suffered episodes of encephalopathy which have interfered with her normal life and caused her to give up her work as a bank clerk. The second patient, who had only the porto-azygos disconnexion, has been able to lead a mentally and physically exacting life for nearly thirteen years.
Mr Norman C Tanner said that these 2 cases of longterm survival following operations formassivebleeding from oesophageal varices were presented to compare and contrast the late results.
Both were patients with good liver function, and both were young and at the outset of their career. The late results illustrated very clearly the fact that the shunt case had a better chance of freedom from recurrent bleeding, although at the expense of some impairment of intellect: Case 1 had had no further bleeding, was still working but had to give up her occupation as a bank clerk. Case 2 had had one moderate and several minor attacks of bleeding, none of which had given rise to any great anxiety. He had learnt to speak English and his career really began about the time of operation. He was now a well-known personality in entertainment in the Middle East. The minor attacks of bleeding, usually melhna, were probably due to the fact that the operation involved cutting the phrenocesophageal ligaments, and so some reflux might take place. Consequently the bleeding was usually a result of the reflux cesophagitis.
Following porto-azygos disconnexion, if there was any heartburn, it was first ensured that there was good gastric drainage, and in addition patients were treated medically with postural therapy, antacids and anticholinergics.
Recurring Pulmonary Embolism Treated by Right Common Femoral Venous Thrombectomy J S Kirkham FRCS (for A M Desmond FRCs) (St James' Hospital, London SW12) Mrs E G S, aged 65 History: Mainly well, apart from long-standing rheumatoid arthritis, and thyroidectomy for thyrotoxicosis in 1956. May 1968, admitted to hospital with right-sided chest pain and hmmoptysis. Chest X-ray showed consolidation at right base with effusion. She was treated for pneumonia and the clinical and radiological signs resolved.
August 1968, readmitted with further right chest pain, hamoptysis, dyspncea, and swelling of right ankle. Chest X-ray: pulmonary embolus or infection.
July 1969, again in hospital with chest pains, and now pain along length of right long saphenous vein, with small varicose ulcer on shin. Treatment with bedrest and support to the ulcer produced a good response.
2.9.69: Readmitted with sudden severe retrosternal pain following deftecation, radiating to
